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Prevalence and determinants of common perinatal mental disorders in 
women in low- and lower-middle-income countries: a systematic review
Jane Fisher,a Meena Cabral de Mello,b Vikram Patel,c Atif Rahman,d Thach Tran,e Sara Holtona & Wendy Holmesf
Introduction
The nature, prevalence and determinants of mental health 
problems in women during pregnancy and in the year after 
giving birth have been thoroughly investigated in high-income 
countries.1 Systematic reviews have shown that in these set-
tings, about 10% of pregnant women and 13% of those who 
have given birth2 experience some type of mental disorder, 
most commonly depression or anxiety.3 Social, psychological 
and biological etiological factors interact, but their relative 
importance is debated.
The perinatal mental health of women living in low- and 
lower-middle-income countries has only recently become 
the subject of research,1 in part because greater priority has 
been assigned to preventing pregnancy-related deaths. In 
addition, some have argued that in resource-constrained 
countries women are protected from experiencing peri-
natal mental problems through the influence of social and 
traditional cultural practices during pregnancy and in the 
postpartum period.4,5
This systematic review was performed with the objective 
of summarizing the evidence surrounding the nature, preva-
lence and determinants of non-psychotic common perinatal 




A senior librarian in the World Health Organization (WHO) 
headquarters in Geneva, Switzerland, conducted a systematic 
search of the literature to identify sources dealing with the 
prevalence of CPMDs and the factors that make women more 
vulnerable to, or that protect them from, these disorders. 
Several databases were searched for studies published up to 
November 2010 (Box 1). Reference lists of the papers meet-
ing inclusion criteria were hand searched to identify further 
studies.
Inclusion and exclusion criteria
The search was confined to studies published in English or with 
sufficiently detailed English abstracts to enable comparison 
of the methods and main findings. Only investigations of the 
nature, prevalence and determinants of non-psychotic CP-
MDs in women in low- and lower-middle-income countries, 
as defined by World Bank country income categories, were 
included. Data about these countries were obtained from 
published inter-country comparisons that included at least 
one low- or lower-middle-income country. Although China 
is classified as a lower-middle-income country, economic 
conditions and health infrastructure in Hong Kong Special 
Administrative Region (Hong Kong SAR) and in Taiwan are 
Objective To review the evidence about the prevalence and determinants of non-psychotic common perinatal mental disorders (CPMDs) 
in World Bank categorized low- and lower-middle-income countries.
Methods Major databases were searched systematically for English-language publications on the prevalence of non-psychotic CPMDs and 
on their risk factors and determinants. All study designs were included.
Findings Thirteen papers covering 17 low- and lower-middle-income countries provided findings for pregnant women, and 34, for women 
who had just given birth. Data on disorders in the antenatal period were available for 9 (8%) countries, and on disorders in the postnatal 
period, for 17 (15%). Weighted mean prevalence was 15.6% (95% confidence interval, CI: 15.4–15.9) antenatally and 19.8% (19.5–20.0) 
postnatally. Risk factors were: socioeconomic disadvantage (odds ratio [OR] range: 2.1–13.2); unintended pregnancy (1.6–8.8); being younger 
(2.1–5.4); being unmarried (3.4–5.8); lacking intimate partner empathy and support (2.0–9.4); having hostile in-laws (2.1–4.4); experiencing 
intimate partner violence (2.11–6.75); having insufficient emotional and practical support (2.8–6.1); in some settings, giving birth to a 
female (1.8–2.6), and having a history of mental health problems (5.1–5.6). Protective factors were: having more education (relative risk: 
0.5; P = 0.03); having a permanent job (OR: 0.64; 95% CI: 0.4–1.0); being of the ethnic majority (OR: 0.2; 95% CI: 0.1–0.8) and having a kind, 
trustworthy intimate partner (OR: 0.52; 95% CI: 0.3–0.9).
Conclusion CPMDs are more prevalent in low- and lower-middle-income countries, particularly among poorer women with gender-based 
risks or a psychiatric history.
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very different from those in mainland 
China and in the resource-constrained 
settings that are the focus of this review. 
We therefore included in the analysis 
studies from mainland China but not 
from Hong Kong SAR or Taiwan. From 
studies whose findings were stratified 
by maternal age, we extracted data only 
for adults, not adolescents (people aged 
up to 19 years). We included all studies 
from which outcome data on CPMDs 
could be extracted, regardless of study 
design. Information was extracted sys-
tematically using a standardized data 
extraction form.
Quality assessment
The methodological quality of each 
study was assessed by two authors 
independently using the Mirza and Jen-
kins checklist of eight items,6,7 with an 
additional item pertaining to whether 
appropriate informed consent to par-
ticipate in the study had been obtained. 
Differences were discussed and consen-
sus reached. The checklist included the 
following quality criteria: (i) explicit 
study aims; (ii) adequate sample size or 
justification; (iii) sample representative, 
with justification; (iv) clear inclusion 
and exclusion criteria; (v) measures of 
mental health reliable and valid, with 
justification; (vi) response rate reported 
and losses explained; (vii) adequate 
description of data; and (viii) appropri-
ate statistical analyses. One point was 
given for a “yes” answer and none for 
a “no” answer, for a possible maximum 




Varied endpoints were reported: scores 
above thresholds on symptom screen-
ing measures, diagnoses by mental 
health practitioners or structured clini-
cal interviews by research workers, and 
a combination of these. Self-reported 
symptom measures, including the 
Edinburgh Postnatal Depression Scale 
(EPDS), detect but do not distinguish 
between symptoms of anxiety and de-
pression.50 Most studies that generated 
psychiatric diagnoses only assessed 
depression and not other disorders, 
such as anxiety. Therefore they yielded 
diverse data about the prevalence, se-
verity and duration of non-specific and 
specific symptoms, including those that 
met the diagnostic criteria. We used 
Goldberg’s construct, Common Mental 
Disorders,51 for non-psychotic mental 
health conditions including depres-
sive, anxiety, adjustment and somatic 
disorders which compromise day-to-
day functioning and are identifiable in 
primary health care settings anywhere. 
Meta-analysis was undertaken to assess 
antenatal and postnatal prevalence, and 
heterogeneity was quantified with the I2 
statistic. Aggregate means, weighted by 
participant numbers, were calculated 
for comparisons between studies from 
different health sectors. Publication 
bias was assessed with the Egger test 
and represented graphically by a fun-
nel plot.
Results
The steps involved in identifying studies 
meeting the inclusion criteria are sum-
marized in Fig. 1.
We identified 13 studies that report-
ed point prevalence data about common 
mental disorders in pregnant women 
(Table 2, available at: http://www.who.
int/bulletin/volumes/90/2/11-091850) 
and 34 that assessed women at some 
point in the year after giving birth 
(Table 3, available at: http://www.who.
int/bulletin/volumes/90/2/11-091850). 
There were 21 prospective studies with 




Data on the antenatal prevalence of 
common mental disorders were avail-
able from only 8% (9/112) of low- and 
lower-middle-income countries. Most 
of the articles containing such data 
(9/13, 69%) were published after 2002. 
Patel et al.,40 Husain et al.32 and Liab-
suetrakul et al.52 generated evidence 
about risks, including the risk of antena-
tal depression for postnatal depression, 
and Fatoye et al.53 compared symptoms 
in pregnant and non-pregnant women. 
None of these studies reported on the 
prevalence of common mental disorders 
during pregnancy.
In almost all studies (11/13, 85%), 
participants were recruited while at-
tending a health facility for antenatal 
care. In general, recruitment strategies 
were not described in detail and few 
studies considered potential selection 
biases. Where antenatal care cover-
age is high, consecutive cohorts yield 
reasonably representative samples of 
pregnant women. However, in many 
low- and lower-middle-income coun-
tries high proportions of women lack 
access to antenatal care or make fewer 
than the recommended visits. Overall, 
5 of the 13 studies (39%) recruited 
women from urban tertiary teaching 
hospitals, which are inaccessible to the 
majority who live in rural areas and 
to those who cannot pay for antenatal 
care. These studies thus over-represent 
relatively advantaged women. Most 
other studies (5/13, 39%) recruited 
women from community-based health 
services, which are more accessible 
to the general population but will 
not yield representative samples in 
settings where few women receive 
antenatal care. Three studies generated 
population-based samples in low- and 
lower-middle-income countries with 
low antenatal care coverage. In Paki-
stan, Rahman et al.45 recruited women 
via household visits by female com-
munity health workers and thereby 
included pregnant women unlikely 
to attend antenatal services. Gausia 
et al.27 in Bangladesh and Hanlon et 
al.30 in Ethiopia used sites covered by 
Demographic Surveillance Systems to 
identify eligible pregnant women who 
were then assessed during household 
visits by a health worker or surveil-
lance site enumerator.
Box 1. Literature search strategya for systematic review of the evidence on the 
prevalence and determinants of common perinatal mental disorders
1. “prenatal” OR “antenatal” OR “pregnancy” OR “postnatal” OR “postpartum”
2. “mental disorder” OR “adjustment disorder” OR “affective disorder” OR “dysthymic disorder” OR 
“psychiat*” OR “behaviour control” OR “psychological phenomena” OR “depression” OR “mental 
health” OR “stress disorder” OR “anxiety disorder” OR “maternal welfare” OR “maternal health”
Combined terms: 1 AND 2.
a Limited to World Bank defined low- and lower-middle-income countries.
Note: The following databases were searched for papers published up to November 2010: CINAHL, 
PsychInfo, Medline, RefMan and Web of Science.
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The least representative samples 
are therefore likely to be those from 
tertiary hospitals in low- and lower-
middle-income countries where most 
women live in rural areas and few 
(< 65%) attend antenatal care (two 
studies from Nigeria8,10 and one from 
Pakistan33). The most representative 
ones, on the other hand, are those 
that recruited systematically in health 
services, including those located in 
rural areas, in low- and lower-middle-
income countries where most women 
(> 90%) make at least one antenatal 
visit,25,38 or those that recruited women 
who would not usually attend antenatal 
care, systematically27,30,45 (Fig. 2 and 
Table 4).
Average prevalence (15.9%: 95% 
confidence interval, CI: 15.0–16.8%) 
was higher than in high-income 
countries. Meta-analysis revealed 
significant differences between preva-
lence estimates based on self-reported 
symptom measures (13.43%; 95% CI: 
12.4–14.5) and prevalence estimates 
based on diagnostic assessment (21.75 
%; 95% CI: 19.8–23.7). However, all 
studies based on diagnostic assess-
ments but only 55% of those in which 
self-report measures were used took 
place in provincial or community set-
tings, where prevalence appears to be 
higher (Table 4).
Postpartum
Evidence about the prevalence of 
common mental disorders postpar-
tum was available for 15% (17/112) 
of low- and lower-middle-income 
countries; most (30/34, 88%) of the 
studies were published after 2002. The 
papers reported 14 cohort and 20 cross-
sectional studies, most of which were 
at least of reasonable quality. Overall 
the methods were more rigorous in the 
recent studies than in the older ones. 
The most common limitations were 
failure to specify inclusion criteria or 
to describe recruitment strategies. All 
studies addressed limited literacy by 
using questionnaires administered by 
an interviewer in the local language. All 
but one34 of these questionnaires had 
been appropriately validated.
Among studies with clearly-de-
scribed selection criteria, many ex-
cluded participants with characteristics 
relevant to the outcomes. For example, 
some studies excluded women who 
were illiterate34 or unable to speak the 
researchers’ language11,12,14,20,40,41,46,52–54 
or who had a personal or family history 
of psychiatric problems.15,21,22,26,41,49,52,55 
Such studies may have underestimated 
prevalence.
Almost one third (10/34, 29%) 
of the studies recruited participants 
from tertiary teaching hospitals. This 
occurred, for example, in Nigeria10,20,47 
and Nepal,44 where less than 40% of 
the women receive skilled birth at-
tendance and even fewer give birth in 
a hospital (Table 3). Thus, the findings 
from these studies cannot be general-
ized to the entire population of women 
who have recently given birth. The 
most representative samples are those 
recruited through rural health services 
in countries where more than 80% of 
women give birth with a skilled birth 
attendant,23,25,26,48,49 or through house-
hold visits in settings where women 
commonly give birth at home,.32,36,45 
Samples obtained differently may have 
yielded inaccurate prevalence estimates 
(Fig. 2 and Table 4).
In our study countries, pooled 
prevalence of postpartum common 
mental disorders (19.8%; 95% CI: 19.2–
20.6) was higher than in high-income 
countries. Meta-analyses revealed sig-
nificant differences in mean prevalence 
estimates derived from self-reported 
symptom measures (20.80%; 95% CI: 
20.0–21.6) and from diagnostic assess-
ments (16.09%; 95% CI: 14.6–17.6). In 
the studies of postpartum symptoms 
about 50% of studies based on self-
reported symptoms or on diagnostic 
assessment took place in provincial or 
district settings.
Overall meta-analyses revealed 
no differences in the pooled mean es-
timated prevalence of CPMDs derived 
from self-reported symptom measures 
(18.59%; 95% CI: 17.9–19.2) and di-
agnostic assessments (18.63%; 95% CI: 
17.4–19.8).
Socioeconomic and intermediary 
determinants
Most studies (31/41, 76%) investigated 
risk and protective factors, while the 
remainder11,12,29,33,35,41,42,44,54,56 only re-
ported prevalence data. Potential risk 
factors for CPMDs in women in low- 
and middle-income countries reflected 
diverse conceptual frameworks and 
differed between studies. This precluded 
data pooling. We used the framework 
of the WHO Commission on the Social 
Determinants of Health (Table 5).58
Socioeconomic factors
Nineteen studies9,10,13,16,18,20,22,25,30–32,
34,36,37,39,40,47–49 investigated a variety of 
social, cultural and economic risk fac-
tors for CPMDs. Socioeconomic dis-
advantage was widely associated with 
Fig. 1. Study selection process for systematic review of studies on common perinatal 
mental disorders in women in low- and lower-middle-income countries
Total papers identified (n = 1066)
Full papers retrieved for detailed evaluation (n = 176)
Papers included in the systematic review (n = 47)
Papers excluded after reading the titles and abstracts (n = 890)
Papers excluded (n = 129) because they:
• reported psychometric instrument validation, but not  prevalence data;
• investigated:
 - mental health needs of specific sub-groups e.g. HIV+ women, mothers of premature infants;
 - interventions to reduce mental health problems;
 - chronicity of mental health problems;
 - the effects of maternal mental health on infant health and development;
 - mental or reproductive health of women with psychotic illnesses;
• were from non LALMI countries;
• were of populations originating in LALMI who had migrated to HI countries.
HI, higher income; LALMI, low- and lower-middle-income countries.
Bull World Health Organ 2012;90:139–149G | doi:10.2471/BLT.11.091850142
Systematic reviews
Review of common perinatal mental disorders Jane Fisher et al.
increased risk10,16,18,25,30,37,39,40,45,49. Rela-
tive rather than absolute disadvantage 
also appears to be relevant: Wan et al.48 
found that not owning a car in Beijing 
was associated with a higher risk of suf-
fering a CPMD (odds ratio, OR: 1.9; 
95% CI: 1.0–3.6). Rates of CPMD were 
also higher among women who were 
young9,37,49; of a religious minority,34 or 
unmarried.13,39,55 However, other studies 
found no association between CPMD 
and maternal age10,13,16,20,22,32,36,45,48; mari-
tal status9,34,37,47; economic difficulties or 
a low income13,22,26,32,36,45,48; unemploy-
ment9,16,26,34,36,47 or adverse life events.10,31
Quality of relationship with intimate partner
When other factors were controlled for, 
higher rates of CPMD were observed 
among women who experienced diffi-
culties in the intimate partner relation-
ship. Such difficulties included having 
a partner who rejected paternity, who 
was unsupportive and uninvolved, or 
critical and quarrelsome, and who used 
alcohol to excess.8,27,28,31,38,39,45,48 Higher 
average symptom scores among women 
in polygamous rather than monogamous 
marriages were found in Nigeria53 and 
Nepal,31 but not in Ethiopia.30
Only seven24,25,28,30–32,40 studies in-
vestigated an association with intimate 
partner violence. However, in 6 of them 
women who had experienced physi-
cal abuse during pregnancy or in the 
previous year had a higher prevalence 
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of CPMDs than women who had not 
experienced these problems. In Viet 
Nam, pregnant women who felt “criti-
cized over small things” (P < 0.01) and 
“controlled by their partners” (P < 0.03) 
had higher mean EPDS scores than 
others.24 Patel et al.40 found that the risk 
of chronic depression associated with 
intimate partner violence was higher 
if the baby was a girl (relative risk, RR: 
1.9; 95% CI: 1.2–2.8) rather than a boy 
(RR: 1.7; 95% CI: 0.8–3.5). A few studies 
found no association between CPMD 
and “marital conflict”,10,18,48 an “unhappy 
relationship with husband”32,37 or the 
“husband’s alcoholism”.18
Family and social relationships
Eleven studies9,10,14,18,25–28,38,45,48 investi-
gated the risks associated with difficult 
interpersonal relationships other than 
with the spouse. They focused in par-
ticular on conflicts between a woman 
and her in-laws in settings where women 
move into the in-laws’ household after 
marriage.9,18,25,28,45,48 The risk of CPMD 
was higher among women whose 
postpartum care was provided by their 
mothers-in-law or who received no 
help from their mothers-in-law at all, or 
among those who feared or argued with 
their in-laws or who had insufficient 
social support.17,24,26,42 In some studies, 
women who lived in a nuclear, rather 
than a multigenerational household,45 
whose mothers lived in a rural area,38 or 
who lacked an affectionate and trusting 
relationship with their own mothers25 
were at increased risk.45 However, no 
significant relationship of this kind was 
found in other studies.26,27
There was also mixed evidence 
regarding the relationship between 
CPMD and the number of living chil-
dren in a woman’s care. While three 
studies22,38,45 found higher prevalence of 
CPMDs among women who had three 
or more children other studies found 
no association between family size and 
mental health.18,31,32
Reproductive and general health
Reproductive health and general health 
as risk factors for CPMDs were widely 
investigated.8,9,11,13,23,30,37–40,49,53 A higher 
risk was associated with adverse repro-
ductive events including unwanted or 
unintended pregnancy, past pregnancy 
losses, coincidental illness and opera-
tive birth. However, other studies found 
no significant association between 
CPMDs and unwanted pregnancy,16,28 
gravidity,22,36,48 parity13,16,20,22,34,37,47,57 
prior stillbirth,18,20,34,39 coincidental 
medical  problems 48 or caesarean 
birth.16,20,23,26,36,40,55,57
History of mental health problems
Five studies22,28,30,34,40 identified risks as-
sociated with past mental health prob-
lems, including during pregnancy.11,28 
These included past psychiatric illness 
and less specific psychological symp-
toms, which were found to increase risk. 
However, other studies found no asso-
ciation between CPMDs and a history 
of mental illness37 or with depression 
during the current pregnancy.31 In many 
settings that lack comprehensive mental 
health care, few women with common 
mental disorders are diagnosed or 
treated. In such settings it may not be 
possible to know whether a woman has 
a psychiatric history.
Infant characteristics
In many low- and lower-middle-income 
countries there is a cultural preference 
for male children. The potential associa-
tion between this attitude and the risk 
of developing a CPMD was examined 
in various ways.10,16,17,22,26,28,32,39,48 In some 
studies such risk was increased among 
women who wanted a son but gave birth 
to a daughter37; who did not give birth 
to a child of the desired sex18; whose 
parents-in-law preferred a male baby,26 or 
who already had at least two daughters.45 
However, other studies found no signifi-
cant relationship between CPMD and the 
birth of a girl or with not having a child 
of the desired sex.10,16,17,22,26,28,32,39,48 The 
studies that investigated this risk yielded 
inconsistent evidence from China,37 
Nigeria,10,13,39,57 and Pakistan45 but more 
consistent evidence of an increased risk 
from India18,40 and Uganda37 and of no 
risk from Bangladesh17,28 and Morocco.16
A few studies investigated whether 
an infant’s poor health and develop-
ment was a risk factor for developing a 
CPMD. As most of these studies were 
cross-sectional, the direction of the rela-
tionship cannot be ascertained. Mothers 
may feel distressed because their infants 
are sick or failing to thrive. It is also pos-
sible, however, that mothers who have a 
CPMD are less able to provide sensitive 
care and that their babies are therefore 
vulnerable to health problems. Risk was 
increased among mothers who had ex-
perienced difficulty breastfeeding40 and 
those whose infants cried for prolonged 
Table 4. Overall and health-sector-specific weighted mean prevalence of common perinatal mental disorders (CPMDs) in different 
facilities in low-and lower-middle-income countries








All studies 5 774 (13) 5.2–32.9 15.6 15.4–15.9
Tertiary hospitals 2 190 (5) 5.2–14.4 10.3 10.1–10.4
Provincial or district health services 1 526 (5) 8.3–32.9 17.8 17.4–18.3
Community 2 058 (3) 12.0–33.0 19.7 19.2–20.1
CPMD after childbirth
All studies 11 581 (34) 4.9–59.4 19.8 19.5–20.0
Tertiary hospitals 3 600 (11) 9.1–27.2 13.6 13.5–13.8
Tertiary hospitals and community clinics 2 876 (7) 4.9–32.9 18.9 18.7–19.3
Provincial or district health services 3 999 (12) 6.1–35.5 20.4 20.1–20.8
Community 1 106 (4) 28.0–59.4 39.4 38.6–40.3
CI, confidence interval.
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Table 5. Determinants of common perinatal mental disorders in women in low- and lower-middle-income countries
Risk factors OR rangea
Minimum OR (95% CI) Maximum OR (95% CI)
Social and economic circumstances
Socioeconomic disadvantage10,16,18,25,30,37,39,40,45,49 including: 2.1 (95% CI: 1.3–5.2)37 13.2 (95% CI: 5.2–33.5)30
     – insufficient food or inability to pay for essential health care14,17,24,25,54,57
     – low income or financial difficulties10,21,57
     – an unemployed partner16
     – living in crowded or inadequate housing21or a rural area54
Young age9,37,49 2.1 (95% CI: 0.7–6.4)49 5.4 (95% CI: 2.6–10.3)9
Belonging to an ethnic or religious minority22,34 2.1 (95% CI: 1.0–4.0)]34
Being unmarried13,39,55 3.4 (95% CI: 2.2–5.5)13 5.8 (95% CI: 2.0–16.9)39
Quality of relationship with intimate partner
Difficulties in intimate partner relationship8,24,25,27,28,30–32,38–40,45,48,53including: 1.96 (95% CI: 1.0–3.9)48 9.44 (95% CI: 2.4–37.8)39
     – a partner who rejected paternity, was unsupportive, uninvolved,  
        critical and quarrelsome or used alcohol to excess8,27,28,31,38,39,45,48
     – physical violence24,25,28,30–32,40 2.11 (95% CI: 1.1–4.0)25 6.75, (95% CI: 2.1–2.0)28
     – polygamous marriage31,53 7.7; 95% CI: 2.3–25.931
Family and social relationships
No help from, feared or argued with in-laws9,18,25,28,45,48 2.14 (95% CI: 1.1–4.3)48 4.4 (95% CI: 1.8–10.8)45
Insufficient social support14,18 2.8 (95% CI: 1.2 – 6.4)18 6.1 (95% CI: 1.4 – 26.0)14
     – living in a nuclear family45 2.10 (95% CI: 1.2–3.8)25 4.3 (95% CI: 1.4–13.3)45
     – own mothers lived in a rural area38
     – lacked an affectionate and trusting relationship with their own mothers25
Having at least three children22,38,45 2.6 (95% CI: 1.1–6.3)38 4.1 (95% CI: 0.9–19.0)22
Reproductive and general health
Adverse reproductive outcomes8,9,11,13,23,30,37–40,49,53including:
Unwanted or unintended pregnancy23,30,37,39,40 1.6 (95% CI: 1.3–1.9)30 8.8 (95% CI: 4.5–17.5)39
Nulliparity (in pregnant women) or primiparity (in women who had recently  
given birth)8,9,39
2.73 (95% CI: 1.4–4.2)9 4.16 (95% CI: 2.3 – 7.7)39
Past spontaneous or induced abortion9,49,53 2.87 (95% CI: 1.0–8.0)49
Past stillbirth11,30 3.4 (95% CI: 1.3–8.7)30 8.0 (95% CI: 1.7–37.6)11
Coincidental medical problems30,37,38 3.43 (95% CI: 1.8–6.6)37 8.3 (95% CI: 4.7–14.5)14
Antenatal hospital admission13,57 3.21 (95% CI: 1.8–5.4)57 3.95 (95% CI: 2.6–6.1)13
Caesarean birth13,39,55 2.49 (95% CI: 1.2–5.3)39 3.58 (95% CI: 1.7–7.5)13
History of mental health problems
Past mental illness22,28,30,31,34,40 5.1 (95% CI: 1.7–15.2)31 5.6 (95% CI: 1.1–27.3)28
Psychiatric morbidity in the index pregnancy11,28 3.2 (95% CI: 1.4–6.1)11 6.0 (95% CI: 3.0–12.0)28
Non-specific psychological symptoms including: 2.2 (95% CI: 1.4– 3.6)34 19.9 (95% CI: 3.3–122.0)22
     – past premenstrual irritability34
     – a “distancing coping pattern”22
     – anxiety about birth30
     – perceived pregnancy complications34
     – “negative pregnancy attitudes”34
Infant characteristics
Not having a child of the desired sex18,26,37,45 1.8 (95% CI: 1.4–2.3)45 2.6 (95% CI: 1.2–6.5)18
Infant cries for prolonged periods23 1.9 (95% CI: 1.2–3.0)23
Infant is ill16,37,40,48 1.1 (95% CI: 0.6–2.3)48 4.5 (95% CI: 3.2–6.4)40
Grief associated with the death of an infant28,40 4.5 (95% CI: 3.6–5.8)40 14.1 (95% CI: 2.5–78.0)28
Protective factors
More years of education40 Relative risk: 0.5 (P = 0.03)40
Having a permanent or secure job23 0.64 (95% CI: 0.4–1.0)23
Having an employed partner40 0.3 (P = 0.002)40
Being a member of the ethnic majority22 0.2 (95% CI: 0.1–0.8)22
Traditional postpartum care from a trusted person23,45 0.4 (95% CI: 0.3–0.6)45 1.9 (95% CI: 1.1–3.2)23
CI, confidence interval; OR, odds ratio.
a Only one OR is provided if the data come from a single study.
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periods.23 The prevalence of CPMDs was 
higher among mothers whose infants 
were ill than among those whose infants 
were well16,37,40,48 Grief following with 
the death of an infant was also detected 
in these surveys and associated with a 
higher risk of having a common mental 
disorder in the postpartum period28,40
Protective factors
Even among the poor, relative social 
and economic advantage appears pro-
tective.25 The risk of CPMDs was lower 
among women with more education40 
a permanent or secure job,23 and an 
employed partner40 and among those 
belonging to the ethnic majority22
Two studies examined the relation-
ship between the observation of tradi-
tional postpartum rituals and the risk 
of developing a CPMD. Rahman et al.45 
in Pakistan found that the chilla ritual, 
which involves seclusion and the provi-
sion of heightened care to mothers and 
neonates in the first 40 days postpartum, 
was protective. Fisher et al.23 in Viet 
Nam found that culturally prescribed 
practices, such as lying over a charcoal 
fire or using cotton ear swabs to protect 
against the cold, were not related to the 
risk of CPMDs. However, practices that 
involved direct interpersonal care were 
relevant. Women who were given less 
than 30 days of rest were at increased risk 
(OR: 1.9; 95% CI: 1.1–3.2), but having 
someone to prepare special foods was 
protective (OR: 0.61; 95% CI: 0.4–1.0).
The quality of a woman’s intimate 
relationship with her partner can also 
act protectively. In Viet Nam women 
who scored > 33 on the Intimate Bonds 
Measure Care subscale, which assesses 
partner kindness, trust, sensitivity and 
affection, were at reduced risk25
Of the eight prospective studies 
initiated in pregnancy,10,21,27,34,38,40,41,45 
five reported both the antenatal and 
postnatal prevalence of CPMDs and in 
four this was higher in pregnancy than 
after childbirth.
Test for publication bias
The funnel plots (Fig. 3) were skewed 
and asymmetrical. Normal statistical 
testing confirmed the presence of pub-
lication bias (total studies: Egger test 
P < 0.001; pregnancy studies: Egger test 
P = 0.013; postpartum studies: Egger test 
P < 0.001).
Discussion
There have been recent systematic re-
views of studies dealing with perinatal 
mental disorders in women worldwide59 
and in specific regions, including Asia6 
and Africa,7 but to our knowledge this is 
the first review of studies about women 
in low- and lower-middle-income 
countries.
This review reveals a serious double 
disparity. One has to do with the avail-
ability of local evidence on which to base 
practice and policy. Tens of thousands 
of papers from high-income countries 
provide high-quality epidemiological, 
clinical, health service and health system 
evidence surrounding CPMDs. This 
stands in sharp contrast to the lack of 
local evidence about CPMDs in women 
in more than 80% of the world’s 112 low- 
and lower-middle-income countries and 
in 90% of the least-developed countries. 
Furthermore, few countries have more 
than one study in the English-language 
literature.
The settings, recruitment strategies, 
inclusion and exclusion criteria, repre-
sentative adequacy of the samples and 
assessment measures used in the studies 
varied widely. Since all of these factors 
could have influenced prevalence esti-
mates, only broad comparisons between 
low- and lower-middle-income coun-
tries and high-income countries can be 
made. We acknowledge this limitation. 
Nevertheless, the second disparity lies in 
the fact that in all the low- and lower-
middle-income countries that report 
data, pregnant women and women who 
have recently given birth experience 
non-psychotic mental health conditions 
at substantially higher rates than the 
10% in pregnancy2 and 13% postnatally3 
reported in high-income countries.
These differences in the prevalence 
of CPMDs may result from the biased 
publication of studies reporting high 
rather than low prevalence in low- 
and lower-middle-income countries. 
However, we are all active research-
ers in this field and are not aware of 
unpublished studies that have reached 
different conclusions. It is also pos-
sible that the differences in prevalence 
merely result from the use of different 
study methods. While more recent 
studies have shown improvements over 
previous ones in the use of systematic 
sampling and locally validated assess-
ment instruments, overall the studies 
were of reasonably high methodological 
quality and therefore this explanation is 
unlikely. It is possible, in fact, that the 
population prevalence of CPMDs in 
low- and lower-middle-income coun-
tries has been underestimated because 
the study sites and exclusion criteria 
Fig. 3. Funnel plot of studies on the prevalence of common perinatal mental disorders 
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may have resulted in the samples being 
disproportionately composed of women 
of relatively higher socioeconomic sta-
tus and in better health, among whom 
prevalence is generally lower. Prevalence 
estimates are usually higher when based 
on self-reported symptom measures 
rather than on diagnostic assessment. 
This pattern was not consistent and 
overall prevalence estimates did not differ 
by method of assessment. Mental health 
problems may have been underestimated 
because most studies that used diagnostic 
interviews, considered the gold-standard, 
investigated depression but not other rel-
evant psychological conditions, including 
perinatal anxiety disorders. Overall, we 
believe that the prevalence estimates 
are reliable. In low- and lower-middle-
income countries about one in six preg-
nant women and one in five women who 
have recently given birth are experiencing 
a CPMD. This counters the notion that 
women’s mental health is protected by 
culturally-prescribed traditional postpar-
tum care and suggests that it is erroneous 
to assume that this care is always available 
or welcome.
A few early studies in low- and 
lower-middle-income countries, most 
of which recruited women from tertiary 
hospitals, concluded that the prevalence 
of CPMDs was similar to that observed 
in high-income countries and that these 
conditions must therefore be biological in 
origin.12,19 Differences in the risk factors 
and protective factors found in the vari-
ous studies reflect the use of different data 
sources (i.e. survey instruments contain-
ing either one or several study-specific 
questions) and standardized measures. 
Risks are likely to vary by cultural con-
text and few studies assessed all the risk 
and protective factor domains that were 
identified. However, these data indicate 
that in these study settings, women’s 
mental health is governed significantly 
by social factors, including many beyond 
individual control.
Our review, which supports the 
conclusions reached by the Commission 
on the Social Determinants of Health,58 
indicates that the prevalence of CPMDs is 
highest among the most socially and eco-
nomically disadvantaged women, espe-
cially those living in crowded households 
in rural areas. Risk is also increased by 
gender-based factors, including the bias 
against female babies; role restrictions 
regarding housework and infant care, and 
excessive unpaid workloads, especially in 
multi-generational households in which 
a daughter-in-law has little autonomy. 
Gender-based violence, including both 
emotional and physical abuse, has ad-
verse effects on women’s mental health 
and is especially destructive in the peri-
natal period, when a woman is more de-
pendent. Such violence was consistently 
found to increase the risk of CPMD. As 
in high-income countries, the quality of 
a woman’s intimate partner relationship 
was found to be closely related to her 
perinatal mental health. Women whose 
partners welcomed the pregnancy and 
provided support and encouragement 
had better mental and emotional health.
The risk of CPMDs was lower among 
women with access to a better educa-
tion, paid work, sexual and reproductive 
health services, including family plan-
ning, and supportive, non-judgmental 
family relationships. Overall the data 
indicate that CPMDs in women living in 
low- and lower-middle-income countries 
are caused by multiple factors and lack 
a direct causal pathway. Edwards et al.21 
demonstrated that symptoms were more 
severe among women who had a greater 
number of risk factors and Patel et al.40 
found that risk factors interact, including 
in culturally determined ways.
Mental health problems have serious 
consequences for women, their infants 
and their families. Although these prob-
lems are difficult to investigate because 
vital registration systems are often 
weak, suicide appears to contribute to 
maternal deaths in resource-constrained 
countries.60 Women with mental health 
problems are often stigmatized and are 
less likely to participate in antenatal, peri-
natal, postnatal and essential preventive 
health care.25 Infants are dependent on 
their mothers for breastfeeding, physi-
cal care, comfort and social interaction. 
Infant development is compromised if a 
mother is insensitive or unresponsive to 
the infant’s behavioural cues and needs. 
In low- and lower-middle-income coun-
tries, maternal depression is associated 
with higher rates of malnutrition and 
stunting, diarrhoeal diseases, infectious 
illnesses, hospital admissions, lower birth 
weight and reduced completion of im-
munization schedules among infants.46
While some women overcome their 
poor mental health over time, many have 
chronic mental health problems.40,45 In an 
international call to action on the part of 
WHO that was published in The Lancet 
in “No health without mental health”, 
the point was made that addressing the 
major burden of mental health problems 
in resource-constrained countries is es-
sential for development.61 Furthermore, 
Millennium Development Goals 4 and 
5, which relate to the health of mothers 
and children, cannot be attained with-
out due attention to maternal mental 
health.62 High-quality evidence about 
mental health problems in the perinatal 
period must be generated, especially at 
the local level, to make pregnancy safer 
for women in low- and lower-middle-
income countries. ■
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صخلم
 تاذ نادلبلاو لخدلا ةضفخنم نادلبلا في تاديسلا ىدل اهتاددحمو ةدلاولاب ةطيحلما ةترفلا ءانثأ ةعئاشلا ةيسفنلا تابارطضلاا راشتنا
ةيجهنم ةعجارم :طسوتلما لخدلا نم ايندلا ةحيشرلا
 ةيسفنلا  تابارطضلاا  راشتناب  ةصالخا  ةلدلأا  ةعجارم  ضرغلا
 اتهاددمحو  ةدلاولاب  ةطيحلما  ةترفلا  ءانثأ  ةيناهذلا  يرغ  ةعئاشلا
 ةيحشرلا تاذ نادلبلاو  لخدلا  ةضفخنم نادلبلا  في )CPMDs(
.ليودلا كنبلا فينصت قفو طسوتلما لخدلا نم ايندلا
 ةيسيئرلا  تانايبلا  دعاوق  في  يجهنم  ثحب  ءارجإ  مت  ةقيرطلا
 ةيسفنلا  تابارطضلاا راشتنا  لوح ةيزيلجنلإا ةغللاب تاعوبطملل
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 رطلخا لماوعو ةدلاولاب  ةطيحلما  ةترفلا  ءانثأ  ةيناهذلا  يرغ ةعئاشلا
 .ةساردلا تمايمصت ةفاك ينمضت مت .اتهاددمحو
 نادلبلا  نم  اًدلب  17  يطغت  اًثحب  شرع  ةثلاث  تمدق  جئاتنلا
 لخدلا  نم  ايندلا  ةيحشرلا  تاذ  نادلبلاو  لخدلا  ةضفخنم
 جئاتن اًثحب 34 تمدقو ،لماولحا تاديسلاب ةصاخ جئاتن طسوتلما
 ةصالخا  تانايبلا  تناكو  .وتلل  نعضو  تيلالا  تاديسلاب  ةصاخ
 )%8( نادلب ةعستل ةرفوتم ةدلاولل ةقباسلا ةترفلا في تابارطضلااب
 ةعبسل  ةرفوتم  ةدلاولل  ةقحلالا  ةترفلا  في  تابارطضلااب  ةصالخاو
 ةترف(  %15.6  ح َّجرلما  راشتنلاا  طسوتم  غلبو  .)%15(  اًدلب  شرع
 %19.8و  ةدلاولا  لبق  )15.9  -  15.4  :ةقثلا  ةترف  ،%95  ةقثلا
 بويعلا  :في رطلخا  لماوع تلثتمو .ةدلاولا  دعب  )20.0–19.5(
 -  2.1  :قاطنلا  ]وأ[  لماتحلاا  ةبسن(  ةيداصتقلااو  ةيعماتجلاا
 نسلا  رغصو  ؛)8.8  -  1.6(  هيف  بوغرلما  يرغ  لملحاو  ؛)13.2
 معدلا لىإ راقتفلااو ؛)5.8 - 3.4( جاوزلا مدعو ؛)5.4 - 2.1(
 راهصلأاو  ؛)9.4  -  2.0(  ةايلحا  كيشر  بناج  نم  فطاعتلاو
 2.11(  ةايلحا  كيشر  فنع  نم  ةاناعلماو  ؛)4.4–2.1(  ينيئادعلا
 ؛)6.1 - 2.8( يفطاعلاو ليمعلا  معدلا  ةيافك مدعو ؛)6.75 -
 خيرات دوجوو )2.6 - 1.8( تائيبلا ضعب في ،ىثنأ دولوم ةدلاوو
 لماوع  تلثتمو  .)5.6  -  5.1(  ةيسفنلا  ةحصلا  تلاكشم  نم
 =  ةيلماتحلاا  ؛0.5  :ةيبسنلا  رطاخلما(  ميلعتلا  ةدايز  :في  ةيمالحا
 :ةقثلا  ةترف  ،%95  ،0.64  :وأ(  ةمئاد  ةفيظو  في  لمعلاو  ؛)0.03
 ةترف ،%95 ،0.2 :وأ( ةيقرعلا ةيبلغلأا لىإ ءماتنلااو ؛)1.0 - 0.4
 ةقثلاب  ريدجو  فوطع  ميحم  كيشر  دوجوو  ؛)0.8  -  0.1  :ةقثلا
.)0.9 - 0.3 :ةقثلا ةترف ،%95 ،0.52 :وأ(
 ةطيحلما  ةترفلا  ءانثأ  ةعئاشلا  ةيسفنلا  تابارطضلاا  جاتنتسلاا
 لخدلا  ةضفخنم  نادلبلا  في  اًراشتنا  رثكأ  )CPMDs(  ةدلاولاب
 صخلأابو  ،طسوتلما  لخدلا  نم  ايندلا  ةيحشرلا  تاذ  نادلبلاو
 عون ساسأ لىع رطاخلم نضرعتي  تيلالا اًرقف  رثكلأا تاديسلا  ينب







方法 系统地搜索主要数据库中有关非精神病 CPMD 患病
率及其风险因素和决定因素的英语出版物。包括所有研
究设计。
结果 十三篇涉及论文提供了 17 个低收入和中低收入国
家针对孕妇的结果和34 个国家针对刚刚分娩的女性的结
果。可获得产前障碍数据的国家有 9 (8%) 个,可获得产后
障碍数据的国家有 17 (15%) 个。产前加权平均患病率














Prévalence et déterminants des troubles mentaux périnataux communs chez les femmes des pays à revenu faible et moyen: 
une étude systématique
Objectif Étudier la preuve de la prévalence et des déterminants des 
troubles mentaux périnataux communs (TMPC) non psychotiques dans 
les pays à revenu faible et moyen, selon les catégories de la Banque 
mondiale.
Méthodes Des recherches systématiques ont été effectuées dans les 
principales bases de données afin de trouver des publications en anglais 
sur la prévalence des TMPC non psychotiques et sur leurs facteurs de 
risque et déterminants. Tous les protocoles d’études ont été inclus.
Résultats Treize articles, couvrant 17 pays à revenu faible et moyen, ont 
fourni des résultats sur les femmes enceintes, et 34 sur les femmes qui 
venaient d’accoucher. Les données sur les troubles pendant la période 
prénatale étaient disponibles pour 9 pays (8%), et sur les troubles 
pendant la période postnatale pour 17 pays (15%). La prévalence 
moyenne pondérée était de 15,6% (intervalle de confiance de 95%, IC: 
15,4–15,9) du point de vue prénatal, et de 19,8% (19,5–20,0) du point de 
vue postnatal. Les facteurs de risque étaient les suivants: des problèmes 
socioéconomiques (variation du rapport des cotes [RC]: 2,1–13,2); une 
grossesse non désirée (1,6–8,8); le fait d’être trop jeune (2,1–5,4); le fait 
de ne pas être mariée (3,4–5,8); le manque de soutien et d’empathie 
de la part du partenaire (2,0–9,4); des beaux-parents hostiles (2,1–4,4); 
un partenaire violent (2,11–6,75); un soutien émotionnel et pratique 
insuffisant (2,8–6,1); et dans certains cas, donner naissance à une fille 
(1,8–2,6) et avoir des antécédents de problèmes de santé mentale 
(5,1–5,6). Les facteurs protecteurs étaient les suivants: avoir fait plus 
d’études (risque relatif: 0,5; P = 0,03); avoir un emploi permanent (RC: 
0,64; IC de 95%: 0,4–1,0); être issue de la majorité ethnique (RC: 0,2; IC 
de 95%: 0,1–0,8) et avoir un partenaire attentionné et digne de confiance 
(RC: 0,52; IC de 95%: 0,3–0,9).
Conclusion Les TMPC ont une prévalence plus élevée dans les pays 
à revenu faible et moyen, en particulier chez les femmes plus pauvres 
présentant des antécédents psychiatriques ou des risques liés au genre.
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Резюме
Распространенность и детерминанты общих перинатальных психических расстройств у женщин в 
странах с доходами ниже среднего уровня: систематический обзор
Цель Установить степень распространенности и детерминанты 
непсихотических общих перинатальных психических расстройств 
(ОППР) в странах с низким уровнем доходов и доходами ниже 
среднего уровня согласно классификации Всемирного банка.
Методы Был проведен систематический поиск в основных 
базах данных публикаций на английском языке по теме 
распространенности непсихотических ОППР, их факторов риска 
и детерминант. Алгоритмы исследований прилагаются.
Результаты 13 документов, охватывающих 17 стран с 
доходами ниже среднего уровня, которые содержат результаты 
исследований беременных женщин, и 34 документа исследований 
недавно родивших женщин. Данные о нарушениях в дородовый 
период были доступны для 9 (8%) стран, а для нарушений 
в послеродовый период – для 17 (15%) стран. Взвешенное 
среднее значение распространенности составило 15,6% (95% 
доверительный интервал, ДИ: 15,4–15,9) в дородовой период 
и 19,8% (19,5–20,0) в послеродовой период. Факторами риска 
явились: социально-экономическое неблагополучие (отношение 
рисков [ОР]: 2,1–13,2); нежелательная беременность (1,6-8,8), 
женщина моложе партнера (2,1-5,4), женщина не замужем 
(3,4-5,8); недостаток интимного сопереживания и поддержки 
партнера (2,0-9,4); неприязнь ближайших родственников мужа 
(2,1-4,4); сексуальное насилие со стороны партнера (2,11-6,75); 
недостаточная эмоциональная и практическая поддержка 
(2,8-6,1), в некоторых ситуациях, рождение девочки (1,8-2,6), а 
также наличие предыдущих проблем с психическим здоровьем 
(5,1-5,6). Защитными факторами явились: более высокий уровень 
образования (относительный риск: 0,5; P = 0,03); наличие 
постоянной работы (ОР: 0,64; 95% ДИ: 0,4–1,0); принадлежность 
к этническому большинству (ОР: 0,2; 95% ДИ: 0,1–0,8) и наличие 
доброго и надежного интимного партнера (ОР: 0,52; 95% ДИ: 
0,3–0,9).
Вывод ОППР более распространены в странах с низким 
уровнем доходов и доходами ниже среднего уровня, особенно 
среди более бедных женщин с наличием гендерных рисков или 
психиатрического анамнеза.
Resumen
Prevalencia y determinantes de los trastornos mentales perinatales frecuentes en mujeres en países de ingresos bajos y 
medios-bajos: examen sistemático
Objetivo Examinar las pruebas clínicas acerca de la prevalencia y los 
determinantes de los trastornos mentales perinatales frecuentes (TMPF) 
no psicóticos en los países de ingresos bajos o medios-bajos según la 
clasificación del Banco Mundial.
Métodos Se examinaron de forma sistemática bases de datos 
importantes en busca de publicaciones en inglés acerca de la prevalencia 
de TMPF no psicóticos, así como sus determinantes y factores de riesgo. 
Se incluyeron todos los diseños de estudios.
Resultados Trece documentos que abarcaban 17 países de ingresos 
bajos y medios-bajos proporcionaron resultados para mujeres 
embarazadas, y 34, para mujeres que acababan de dar a luz. Existían 
datos acerca de los trastornos durante el periodo prenatal para 9 países 
(8%), y sobre los trastornos durante el periodo postnatal para 17 países 
(15%). La prevalencia media ponderada fue del 15,6% (intervalo de 
confianza [IC] del 95%: 15,4-15,9) en el periodo prenatal y del 19,8% 
(19,5-20,0) en el periodo postnatal. Los factores de riesgo fueron: 
desventajas socioeconómicas (razón de posibilidades [OR]: 2,1-13,2); 
embarazo no deseado (1,6-8,8); juventud de la madre (2,1-5,4); no estar 
casada (3,4-5,8); ausencia de empatía y apoyo por parte de la pareja 
(2,0-9,4); familia política hostil (2,1-4,4); sufrir violencia por parte de la 
pareja (2,11-6,75); apoyo emocional y práctico insuficiente (2,8-6,1); en 
algunos entornos, dar a luz a una niña (1,8-2,6), y tener antecedentes 
de problemas de salud mental (5,1-5,6). Los factores de protección 
fueron: mayor educación (riesgo relativo: 0,5; P=0,03); tener un trabajo 
estable (OR: 0,64; IC del 95%: 0,4-1,0); pertenecer a una mayoría étnica 
(OR: 0,2; IC del 95%: 0,1-0,8) y tener una pareja amable y de confianza 
(OR: 0,52; IC del 95%: 0,3-0,9).
Conclusión Los TMPF presentan una prevalencia mayor en países con 
ingresos bajos y medios-bajos, en particular, entre las mujeres más 
pobres con riesgos relacionados con el género o con antecedentes 
psiquiátricos.
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